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“Most Often People Would Tell Me I Was  
Crazy”: Defending against Deviance Ascribed  
to Alternative Birth Choices
Childbirth-related discourses and practices have fluctuated over time in Canada. A 
medicalized model currently dominates, but there is increasing plurality in how birth 
is conceptualized and enacted. From a sample of twenty-one first-time mothers who 
were interviewed about their childbirth-related experiences, we explored how 
women described and defended their alternative birth choices within the broader 
social context of medicalized birth. Data were thematically analyzed and explored in 
relation to theoretical work on stigma and deviance, since these concepts emerged as 
salient to women’s narrated experiences. Findings illustrate that mothers who make 
alternative childbirth choices are often marked as deviant and may elicit moralizing 
judgments from others, which largely stem from perceptions of risk and/or safety. To 
counter or avoid feared and experienced deviance, women managed information 
about the birth of their child through passing, covering, normalizing through 
reframing, and condemning the condemners. This information management allowed 
women to present themselves as responsible, competent mothers in the face of 
deviance. Although previous research has demonstrated birth-related stigma in 
relation to the choice to birth at home or unassisted, our findings suggest that 
ascriptions of deviance may also extend to women’s choice of midwifery and doula 
care despite their increasing prevalence as part of maternity care in Canada. Since 
these birth options are progressively available and used, and have some empirically 
documented benefits for mothers, further exploration of how they and other 
alternative childbirth options are perceived, experienced, and morally valued by 
women and the general public is warranted. 
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The landscape of Canadian maternity care has undergone significant flux over 
the past century. There has been a shift toward an increasingly medicalized1 
system characterized by high rates of in-hospital, obstetrician-attended birth 
and medical interventions (Delclerq et al.; Ye et al.). Most Canadian births 
occur in hospital; only approximately 2 percent of births in 2014 occurred 
outside of this setting (Statistics Canada). Moreover, women giving birth in 
hospital tend to undergo high rates of medical and technological intervention. 
In a recent pan-Canadian survey of childbirth intervention rates, almost half 
of the women sampled (44.8 percent) had their labour induced, 57.3 percent 
had epidural analgesia, and 90.8 percent were strapped to an electronic fetal 
monitor (Chalmers et al. 205). High Caesarean-section rates are also a 
significant indicator of the extent to which childbirth has become medicalized, 
accounting for 27.9 percent of all Canadian births in 2015 (Canadian Institute 
for Health Information). Evidence suggests that medically justified Caesarean 
section rates should fall between 10 and 15 percent, and that rates higher than 
this are neither medically justified nor beneficial (Ye et al. 243). 
Interventionist practices and medicalized birth are strongly rooted in the 
prevailing belief that birth is risky, which elicits close monitoring of the birth 
process, a lack of distinction between risk factors and actual pathology, and 
expert intervention (Cartwright and Thomas 222; Lothian 45-46; Rooks 
371). Risk discourse dominates the medical model of childbirth, and is 
propagated within obstetrics and by other medical officials (Craven 199; 
Reiger and Dempsey 369), hospitals (Rutherford and Gallo-Cruz), the media 
(Luce et al. 7-8), and the general public (DeJoy; Stoll et al. 223). Medicalized 
conceptions of birth risk also inform birth-related decisions such as the choice 
of Caesarean section, hospital birth, and obstetrical or physician-led maternity 
care (Chadwick and Thomas 73-76; Coxon et al. 57-61).
Partially in response to the medicalization of birth, the midwifery movement 
advances an alternative model in which birth is redefined as a normal 
physiological process. This model does not presuppose the need for 
technological intervention; it positions women and their bodies as capable, 
and prioritizes informed choice and woman-centred care (Macdonald 237; 
Rooks 370). By 1994, midwifery achieved the status of a publicly funded, self-
regulating health profession in Ontario (Bourgeault and Fynes 1059). It has 
since expanded and is currently available in all but three Canadian provinces 
and territories2; the proportion of births attended by midwives has been 
increasing in Canada despite little or no access in some locations. From 2015 
to 16, midwives were the primary care providers for approximately 10 percent 
of all Canadian births (Canadian Association of Midwives). The midwifery 
model propagates a public discourse that centres on birth as a natural but 
momentous event, includes the family in the birth process, and avoids 
interventions. The ascendance of this discourse influences maternity care and 
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how women think about birth (Rutherford and Gallo-Cruz; T. Miller 343), 
but researchers have argued that birth practices in North America remain 
highly medicalized, as childbirth is culturally positioned as a medical event 
best experienced in hospital (Coxon et al. 65).
In this article, we explore how first-time mothers in Saskatchewan describe 
and defend their choices for nonmedicalized births in the broader social 
context of medicalized birth. Our focus is on how the research participants 
position their decisions in contrast and response to the ascription of deviance 
that they routinely encountered.
Moral Valuation of Birth-Related Choices and Experiences 
Within a context of multiple cultural discourses and practices around birth, 
there is the potential for greater choice in perinatal care and labour. Markella 
Rutherford and Selina Gallo-Cruz suggest that choice and ability to “shop 
around” in the pursuit of one’s ideal birth is an important feature of 
contemporary childbirth (87). An increased emphasis on freedom of choice, 
however, heightens women’s individualized responsibility to make the right 
choice (Lupton 331). As Claudia Malacrida and Tiffany Boulton state, “The 
combination of an increasingly technocratic medical approach to birthing, an 
individualized and blaming model of patient/consumer risk evaluation and 
the contested discourses concerning the ‘ideal’ way of giving birth can make 
patient ‘choice’ and risk evaluation more difficult” (“The Best Laid Plans” 46). 
Notions of individualized responsibility and need to produce a so-called 
good birth and child align with another feature of contemporary culture 
which comes to bear upon women’s experiences of childbirth: intensive 
mothering. As Sharon Hays (8) points out in her landmark work, intensive 
mothering defines good mothering as “child centred, expert-guided, 
emotionally absorbing, labour intensive, and financially expensive.” A “good” 
mother must, therefore, focus on the needs of her child above her own, and is 
responsible for maximizing the outcome of the pregnancy (i.e., as close to a 
perfect delivery and baby as possible). This cultural logic is visible in the ways 
in which women negotiate risk through their (non)consumption practices 
(Gram et al. 446), choices about birth setting (Miller and Shriver), and 
understandings of birth options and experiences (Malacrida and Boulton, 
“Women’s Perceptions”). In a context where women are responsible for 
assessing risk and making the best choices for their babies, these choices are 
both morally valued and tied to mothering identity.
In line with this, women appear to experience negative judgments from 
others for some childbirth-related decisions. Women choosing homebirth 
may receive negative feedback from family, friends, and health professionals, 
who perceive their decision as irresponsible (DiFilippo 59; Viisainen 806). 
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Similarly, women choosing to have a deliberately unassisted homebirth may 
fear and experience a significant degree of negative judgment (O’Boyle 184; 
A. Miller 411), and may be called an “unfit mother,” which could elicit 
involvement from authorities (Feeley and Thomson 19). Amy Chasteen Miller 
describes how women who choose unassisted birth face “layered stigma”—
stigma from within their own network of homebirth advocates in addition to 
broader societal stigma (421). Although these examples are not specifically 
within a Canadian setting (with the exception of Shawna Healey DiFilippo’s 
work), they illustrate the degree to which childbirth-related options may be 
morally charged and viewed in relation to culturally widespread ideas around 
birth, motherhood, responsibility, and risk.
The Current Research: Deviance and Alternative Childbirth Decisions
The purpose of this article is to explore childbirth-related deviance (a concept 
closely related to stigma) within the birth narratives of a sample of Canadian 
first-time mothers who birthed their children within a medicalized context, 
which increasingly incorporates alternative discourses and care practices. This 
research is part of a broader study investigating the ways that women 
understand and morally position their childbirth-related decisions and 
experiences in relation to dominant discourses. Although exploring stigma 
and deviance was not explicitly the focus, these concepts were salient to the 
experiences of women who made alternative decisions deviating from 
medicalized birth. 
Erving Goffman describes “stigma” as a deeply discrediting attribute, which 
through processes of social interactions marks an individual as both different 
from, and inferior to, others (3). Stigma can be understood as a moral issue; it 
threatens the loss or diminution of what is at stake or valued within an 
experience or encounter (Yang et al. 1530). As such, individuals work to 
manage their stigmatized identity and to protect it from the dangers posed by 
stigma (Goffman). Although many stigmas are “tribal” (of race, nation, and 
religion) or of the body (e.g., HIV/AIDS or other chronic conditions), 
Goffman also describes stigmas of individual character—a failing to live up to 
the values, norms, and standards upheld by a community. In this case, the 
norms are around childbirth practices and ideals of what constitute responsible 
mothering. More recently, however, Graham Scambler and Frederique Paoli 
differentiate between “stigma,” which they argue refers to an “ontological 
deficit” beyond the control of the individual that engenders shame, and 
“deviance,” which refers to an “achieved or moral deficit” based on an 
individual’s behaviours that engenders blame (1850). Although the theoretical 
concepts of stigma and deviance are strongly related, and both may threaten 
identity and require information management, the latter term more precisely 
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pertains to non-normative and morally judged behaviours. The focus of the 
current analysis is therefore two-fold: (1) to illustrate the presence of deviance 
as described by women who chose alternative childbirth options; and (2) to 
delineate the ways in which these women managed information to preserve 
their identity as good mothers. 
Methodology and Data Analysis
This qualitative research was positioned within a social constructionist 
framework, which locates meaning in people’s interpretations and 
understandings (Crotty 43). We operated from the assumption that childbirth 
is grounded in meanings that are culturally, socially, and individually 
negotiated and that these meanings inform experiences and identity. Narratives 
were chosen as a method of inquiry, since they are a tool people employ to 
understand, reflect upon, and order life events and the emotions associated 
with them (Riessman 10). 
Data were derived from the narratives of a smaller subset of the broader 
study sample. This sample consisted of twenty-one mothers (Mage= 29.48) 
currently living in the Canadian prairies who had given birth to their first 
child within the past eighteen months. Participants were recruited through 
pamphlets distributed through midwifery care and postpartum public health 
nurse visits, posters at leisure centres, Kijiji, and snowball sampling. From the 
broader sample, eleven of the twenty-one women interviewed had deviated 
from the dominant model of an obstetrician or physician-attended, in-hospital 
birth, either in choice of care provider (midwife-led birth) or type of birth 
(home or unattended). Four women from this subset also employed doulas, as 
did two women who chose hospital births with a physician or obstetrician. 
Data from these women who made alternative birth choices informed the 
present analyses. 
Prior to participant recruitment, ethical approval was obtained for this 
research from a University Behavioural Research Ethics Board. Data were 
generated through audio-recorded narrative interviews, which lasted 
approximately an hour, conducted by the first author (MB). Interviews 
consisted of seven broad, open-ended questions about women’s experiences 
with pregnancy, birth, and the transition to motherhood; four of these 
questions focused on birth-related options and experiences. One of the 
questions most pertinent to the current data, for example, asked women to 
describe any plans they had made regarding their labour and birth. Since most 
participants responded to these questions at length and in detail, the 
interviewer adopted a relatively passive approach so that interviews were 
shaped primarily by participants. 
All interviews were transcribed verbatim, and initial analytic notes were 
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compiled. A general thematic analysis (Braun and Clarke) was then conducted, 
in which data were coded inductively using NVivo software and organized 
into themes. During this process, deviance emerged as a salient concept for 
the subset of women who made choices diverging from medicalized norms. 
Despite the theoretical distinctions between stigma and deviance drawn by 
Scambler and Paoli, scholars have largely retained the language of stigma in 
examinations of reproduction-related moral judgments and discrimination; 
the processes by which stigma is managed also appear to apply equally to 
deviance. Therefore, although the concept of deviance was chosen to discuss 
the social processes observed, both deviance and stigma theory were used to 
explore the techniques women used to manage information and identity. 
Findings
Eight of the thirteen women who made alternative birth choices (working 
with doulas or midwives and/or having a homebirth or an unassisted one) 
described negative judgments about these choices, which threatened their 
status as normative and responsible mothers. The deviance they described was 
both enacted (episodes of moral judgments, blame, and discrimination by 
others) and felt (a sense of blame and fear of enacted deviance) (Scambler and 
Paoli 1850). Homebirth and unassisted birth3 commonly elicited negative 
moral judgments from others. Brenda, for example, made a last-minute 
decision during labour to remain at home and deliver the baby with the 
assistance of her doula. Brenda described the pervasiveness of negative 
judgments from others about her choice, which called her maternal fitness into 
question: “So many people that I had talked to along the way or even now if 
they hear about our birth story are like, that is so dangerous. Or, you know, 
‘How irresponsible of you to do that, like I would never do that’ and stuff…. 
Yeah, people who are genuinely like ‘That’s neglectful almost, like you 
should—it’s scary that you would do that.’” 
Women who chose homebirth or unassisted birth in this study felt 
passionately and positively about their choice. However, they also indicated 
that their decision was viewed negatively by at least some of the people with 
whom they interacted. These moral judgments mainly centred on difference 
(i.e., deviations from the norm of physician or obstetrician-attended, in-
hospital birth) and on people’s beliefs about childbirth-related risk. Although 
the feedback that women described tended to be quite moralizing, Carmen 
described a more subtle ascription of deviance in which her positive outcome 
with an unassisted homebirth was held up as an exception: “People are very 
quick to either dismiss it, as an anomaly and not obtainable for the general 
population, which I disagree with, or they are quick to tell me how lucky I am 
that everything worked out because birth is so dangerous.” Overall, however, 
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Carmen belonged to a strong homebirth- and midwifery-aligned community, 
and had like-minded peers she could freely talk with.
Stigmatizing judgments of deviance (both enacted and feared) were more 
problematic when they came from healthcare providers who hold considerable 
power. Like Carmen, Melinda was part of an alternative peer group whose 
members were generally supportive of homebirth, but she described her 
frustration during a consult with an obstetrician during her pregnancy: 
She was supportive of me having a midwife. I don’t know, her words 
were something like “I have no problem with midwives, but no one 
should have a homebirth” … When we asked questions and asked for 
evidence and gave our concerns, she disregarded them and told us 
that we needed to think of our baby. [She] used scare tactics, [and] 
gave us information that actually is incorrect.
Women were unappreciative of healthcare providers who disparaged 
midwives or homebirth, particularly when they experienced this as enacted 
deviance. Elizabeth felt both she and her midwives were viewed as incapable 
and irresponsible when she had to endure a hospital transfer upon failure to 
progress: “I felt as though my homebirth transfer made me almost a leper to 
them…. My midwives got treated like shit. Yeah, it was bad. And my doulas. 
They were asked to leave, and they didn’t, because I said no.” Although not all 
maternity care providers practicing in the hospital made moralizing judgments 
regarding alternative birth practices, enacted deviance had a negative impact 
on the care relationship when it did occur. 
Although women often described deviance related to homebirth and/or 
unassisted birth, several women described negative judgments arising from 
their choice of a midwife or a doula as their primary care provider. Kella had 
planned a hospital birth, but the inclusion of a doula in her labour invoked 
judgments, which marked her as deviant: “Lots of people don’t know what a 
doula is either. So then they thought I was doing something uh, way out there. 
Birth in the woods or something.” Christina also described both felt and 
enacted deviance over her choice of midwives as primary caregivers and a 
doula:
I was definitely cautious about, um, who to … tell that we were working 
with midwives, and that we were thinking about a homebirth…. And 
we did actually have quite a bit of confrontation with [partner’s] mom 
over that … she found out we hired a doula and like … completely lost 
it. Yeah, she was like highly against me consulting anyone other than 
a doctor, about the birth—the birthing process.
The influence of medical hegemony is clear in this passage; healthcare 
providers working within the traditional medical model are often perceived as 
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the only safe and acceptable practitioners. The experiences described by these 
participants illustrate how even working with midwives and/or a doula may 
elicit negative judgments from others. 
The processes of deviance women described in relation to alternative birth 
choices were rooted in their failure to make decisions that aligned with the 
dominant model. Negative judgments primarily resulted from evaluations of 
the deviations being risky and irresponsible. In a context of individualized 
responsibility and intensive mothering, this deviation threatened women’s 
moral status and good mother identity. As such, felt and enacted deviance 
associated with women’s alternative birth choices necessitated identity work in 
their interactions with others to preserve a positive identity.
The “Projects” of  Women Who Chose Alternative Birth: Managing Deviance
In relation to both stigma and deviance, norm violation threatens the ability 
of individuals to present a positive identity, and stigmatized individuals often 
engage in various information management techniques to preserve or foster a 
positive and moral self (e.g., Ashforth and Kreiner 414; Clair et al. 79; 
Goffman 41-104; Hylton 625; Miller 421; Sykes and Matza, 667; Toyoki and 
Brown 729). Scrambler and Paoli refer to the employment of such techniques 
as the “projects” of individuals: the use of strategies to avoid or combat enacted 
stigma and deviance while minimizing the psychosocial impact of felt deviance 
(1851). The women in this research engaged in these projects as they described, 
enacted, perceived, and feared judgments from others about their birth-related 
decisions.
Passing
Although women’s pregnancies were highly visible, their actual choice of 
alternative birth was not. They therefore had maximum control in most 
contexts over how they managed discreditable information. As such, they had 
the option to pass (Goffman 42, 74): to conceal, fabricate, or not disclose 
details of their intended or actual birth. Five women described passing in 
particular contexts or with specific people to avoid negative and moralizing 
judgments. Passing could entail both discretion, in which women did not offer 
information about their birth or plans, and concealment, in which women lied 
or hid information (Zerubavel 105). 
Karen explained the nondisclosure of her planned homebirth in the face of 
felt and enacted deviance: 
I definitely wasn’t a homebirth type person and we had to keep that, 
you know, keep that decision from different people because it worries 
people…. I shouldn’t say we kept it from people; the only people we 
were purposefully trying to keep it from were my husband’s parents 
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because we didn’t want them to panic and say that we were risking the 
baby’s life and to forbid us from having a homebirth or anything like 
that. So they were the only people that we didn’t actually tell. Other 
people that we would chat with, we would say you know, we’re 
thinking about having the baby at home, and a look of terror would 
cross their face, and they would say “Oh my God you cannot do that, 
oh my God, you can’t do that, you have to go to the hospital.” And we 
would say “Well, why,” and they’d be like, “Well you just have to go 
to the hospital, and it’s so dangerous, and you’re risking the baby’s 
life.”… So we just sort of selectively learned to stop talking with 
people about it. 
Since Karen and her husband expected his parents to react negatively to her 
planned homebirth, they did not disclose it and passed as normal expectant 
parents who would birth in hospital. Participants would use discretion (i.e., 
not bring it up) or lie when they encountered people whom they perceived as 
particularly judgmental regarding alternative birth choices. To pass more 
consistently and, thereby, mitigate enacted deviance, Karen explained that she 
ultimately stopped disclosing her birth plans altogether.
Covering
As a middle ground between passing and disclosure, deviant and stigmatized 
individuals may choose to cover: to reveal some discrediting information but 
in ways that minimize its deviance and obscure the real stigma or its most 
damaging aspects (Goffman 102). Covering by framing plans as tentative 
allowed women to be more honest about their impending birth while they 
could minimize its significance and impact on a moral identity. As Christina, 
for example, explained: “But most other people, I was really cautious about 
being like, ‘Yeah, we’re thinking about maybe doing a homebirth, I don’t 
know’. And you know, I was pretty nonchalant about it, because I didn’t want 
any confrontation.” By presenting her plan to birth at home with a midwife as 
an option rather than a decision, Christina minimized association with the 
deviant identity of homebirther. Similar to other participants, Christina used 
different strategies of information control depending on the audience and used 
covering or passing when social cues were negative or unclear.
Annabel also covered by framing her birth plans as tentative to manage 
discrediting information. Additionally, because her birthing experience—a 
homebirth with a birth attendant rather than a maternity care provider 
licensed to deliver babies—was considered particularly deviant4 (A. Miller 
421), she concealed the most negatively perceived detail of her birth from most 
people:
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So mostly only the people who knew our situation were close friends 
and family, and afterward, the majority of the time [her partner] and 
I would just tell people that it was just us two to protect our birth 
attendant’s anonymity. So that way, it’s not coming down on her for 
anything if people are like “What, it was just you and your husband”, 
the grief is only coming on to us.… And so it’s almost a little more 
given in a good light than even saying we had a birth attendant. 
They’re like, “a birth attendant, what’s that?” So just learning the ways 
to be discreet enough but only give enough information that you 
solidify that it was a very safe positive environment. 
Since Annabel perceived fewer moralized judgments about giving birth at 
home than she did saying she had an unregistered birth attendant, she only 
revealed some aspects of her son’s birth. As such, she accepted deviance 
ascribed to a homebirther identity, but covering allowed her to edit out the 
information she felt would engender further moralizing judgment without 
having to fabricate her birth experience entirely. 
Normalizing through Reframing
Although passing appears to be the most common strategy for managing 
stigma or deviance (A. Miller 407), individuals may choose to disclose—that 
is, communicate information about themselves that is otherwise not directly 
observable or known (Herek 198). All of the participants who described 
managing information through covering or passing also disclosed to some 
people in particular contexts. If the audience was not already receptive to, or 
supportive of, their birth choices upon disclosure, the women worked to manage 
deviance and promote a positive identity by reframing their choices and 
experiences as positive, safe, and normal. Reframing involves the transformation 
of meaning attached to a stigmatized attribute or deviant behaviour, either 
through infusing (imbuing the stigma with positive value) or neutralizing 
(negating the negative value of the stigma) (Ashforth and Kreiner 421-22). 
One of the ways childbearing women normalized deviance through 
reframing was to play an educative role. They explained their alternative birth 
decisions to others, emphasizing that they were not strange, irresponsible, or 
unsafe. As Brenda described: 
We tried to explain that she’s [doula] there emotionally, and you 
know, for some physical relief, whether it’s hip compressions or 
whatever it was, she was there to help with that. She wouldn’t be 
doing any of the fetal heart monitoring or anything like that. I had to 
explain to a lot of people what a doula was, and what a midwife did, 
and that they could deliver babies without a doctor there, as long as 
there were no complications.
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Since most of the deviance attached to alternative birth decisions related to 
perceptions of risk and safety, education generally meant trying to reframe the 
decisions as equally safe or even safer than medicalized options. As Elizabeth 
stated, “I would just spout off some statistics about homebirth and how it’s 
safe, and the infant mortality rate is the same either way, and birth outcomes 
are better at home anyway.” Education was, therefore, a way of neutralizing 
negative meanings of alternative birth options. Because of the discourse of risk 
underpinning the ascription of deviance to alternative birth, reframing 
through neutralization often involved “denial of injury” (Sykes and Matza 
667): the women often explained that no harm would come or had come to 
pass.
Women also reframed deviance through infusing their decisions with 
positive value (Ashworth and Kreiner 421). They did so by drawing on shared 
understandings of good mothering: they prioritised the safety and health of 
their baby just like other mothers. As Annabel explained, “They just want to 
be reassured that yeah absolutely I was concerned about emergency. As a 
parent, I did lots of research, I’m not high risk, we’re very close to a hospital—
kind of tell them the things that they want to hear.” By aligning herself with 
other parents and emphasizing the health of the baby, Annabel presented 
herself as a responsible mother and normalized her birth-related decisions. 
Similarly, Brenda made it clear that the health and safety of her baby were her 
priority, and they were maximised through her decision to birth at home: “So 
I don’t even really take it personally, like that they think it’s irresponsible. It’s 
like no, it’s not actually. It’s the best thing we could have done for our baby.” 
Drawing on valued social roles and morality is one way to combat deviance 
and bolster a positive identity (Toyoki and Brown 731). By explicitly invoking 
their maternal status and drawing upon shared understandings of mothering 
wherein the baby’s needs and safety are prioritized, women countered 
accusations of irresponsibility communicated by others.
Condemning the Condemners
Finally, women managed a positive maternal identity in the face of deviance 
by criticizing the character, knowledge, and authority of outsiders who judged 
their birth-related decisions. Gresham Sykes and David Matza label this the 
“condemnation of the condemners” and suggest that it redirects the concern 
onto the motives, behaviours, and flaws of those who are enacting deviance 
(668). Elizabeth defended her desired midwife-attended homebirth by both 
focusing on the positives of her experience and by criticizing the people who 
had suggested it was unsafe and inappropriate: “My labour at home was lots of 
fun. Like it was painful and long, whatever, but it was everything I wanted it 
to be. And I’ve had a few people say things like, ‘don’t you wish you would 
have just scheduled a C-section.’ Like people are so stupid and insensitive.” By 
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criticizing the character of people who criticized her birth choices, Elizabeth 
reaffirmed her own authority and capacity to make good maternal decisions. 
Since many of the people involved in enacted deviance were friends and 
family, women often condemned the condemners specifically in relation to 
their lack of knowledge about birth (as opposed to broader aspersions on their 
character). Brenda, for example, said the following: 
Most of the negative reactions we get are from people who either are 
expecting a baby of their own or are kind of around that age who are 
going to do it, and basically just think that it’s totally old school and 
crazy. And that it’s not safe. “[What] if something went wrong”, that’s 
what everyone says…. But I mean when they say that stuff I just say 
no, you have to educate yourself. Because I know you don’t know. You 
need to learn more, like I’ve studied the whole birth thing. I was crazy 
about it. I just wanted to know more and more, I couldn’t know 
enough. And it’s like ignorance; they just don’t know.
By situating others’ moralizing judgments as a function of their lack of 
knowledge, women protected themselves against internalizing blame and 
threats to their maternal identity. Moreover, women juxtaposed the ignorance 
of others against their own birth-related research, planning, and knowledge, 
and presented themselves as experts in the context of their decisions. 
Discussion
Even in a context where midwifery and doula services are becoming 
increasingly common, women who make childbirth choices deviating from a 
medicalized model are often marked as deviant, and they elicit moralizing 
judgments from others. These negative judgments largely stem from the 
dominance of the medical model of birth (so that alternative decisions are 
markers of alterity) and centre on perceptions of risk and/or safety. Researchers 
have previously described birth-related stigma related to the choice of 
homebirth and, especially, unassisted birth (O’Boyle; A. Miller; Viisainen). 
Our study illustrates similar social processes in a contemporary Canadian 
context, but it suggests that stigma and deviance may also extend to the choice 
of midwifery and doula care. This is consistent with research in Canada and 
the United States, which finds that midwifery continues to be seen as a risky, 
if personally gratifying, choice (Dejoy 119; Sangster and Bayly 44). 
Although scholars have used the concept of stigma to describe such social 
processes, we suggest that Scambler and Paoli’s concept of “deviance”—as an 
achieved or moral deficit based on behaviours deviating from cultural norms—
best reflects the processes described by childbearing women (1850). Rather 
than shame (as experienced with stigma), deviance engenders blame, which 
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was evident in the moral judgments and accusations of risky behaviour and 
baby endangerment. In addition to enacted deviance, women also described 
felt deviance; they feared the negative moral judgments and blame expressed 
by others (Scambler and Paoli 1850). However, participants did not appear to 
internalize any sense of blame, and as with women in other studies, they had 
confidence in and were proud of their choices (Jouhki e60; A. Miller 417). 
It is unclear whether blame would have been internalized in the advent of 
negative birth outcomes; this is a question for future research. Most participants 
even in the broader study had clearly been exposed to alternative birth 
discourses, which may have increased self-confidence in choosing alternative 
options. These women had also researched birth options and were likely 
familiar with informal or peer-reviewed evidence suggesting positive outcomes 
and low risks of homebirth, midwifery, and doula care (see, e.g., de Jonge et al. 
726; Elder et al.306; Fortier and Godwin e292; Hutton et al. el86; Sandell et 
al. 23; Snowden et al. 26455). DiFilippo (56-57) describes a “relearning” that 
takes place as women seek information about alternative options through 
peers, alternative childbirth advice literature and other media, and empirical 
research. This relearning may involve a reconfiguration of which practices are 
normal and acceptable.
Despite the apparent lack of internalized blame in women’s birth narratives, 
the presence of felt or enacted deviance necessitated information management 
in the form of passing, covering, normalizing through reframing, and 
condemning the condemners (Ashforth and Kreiner 421-22; Goffman 41-
104; Sykes and Matza 667-68). The information management allowed 
participants to present themselves as responsible, competent mothers in the 
face of deviance. As Malacrida and Boulton argue, childbirth is understood in 
relation to cultural proscriptions around femininity and motherhood 
(“Women’s Perceptions” 749). A positive and moral mothering identity could 
be implicitly and explicitly threatened by disclosure of alternative birth 
choices. The connection between identity work and mothering ideals was 
particularly salient when participants normalized their decisions by aligning 
themselves with other mothers, denying harm, and explaining how their baby 
came first. Women who actively reframe alternative birth options may not 
directly challenge child-centred mothering ideology, but they contribute to 
positive constructions of alternative childbirth. In doing so, they challenge the 
dominant medical model and the discourses it engenders. Hearing positive 
alternative birth experiences is an important part of learning about different 
options and unlearning the dominant narrative of birth as risky (DiFilippo 
53), even though it may take a long time to demarginalize and culturally 
position alternative birth settings as normal given the dominance of risk 
discourse (Coxon et al. 65). Although the experiences of women in the current 
study suggest that these options may still engender ascriptions of deviance, 
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positive constructions through reframing counter negative moralizing 
judgments reinforcing the status quo.
Ultimately, it is important to critically examine the social processes of 
deviance surrounding women’s alternate childbirth decisions in Canada. The 
current work was not without limitations; many of the participants were 
located in one province (Saskatchewan), and it is unclear how representative 
their experiences of deviance were of Canadians more broadly. Since evidence 
suggests that alternative models of childbirth may benefit women and are an 
increasingly viable option within the healthcare system, further exploration of 
how women’s alternative childbirth decisions are experienced, perceived, and 
morally valued remains a top priority for scholars of motherhood, mothering, 
and mothers. 
Endnotes
1 A concept that is frequently invoked to describe modern childbirth, 
medicalization can be defined as a social process wherein a problem, 
behaviour, or condition (including natural bodily processes) become defined 
and treated within a medical framework (Conrad 196).
2 Regulated midwifery care is not currently available in Newfoundland and 
Labrador, the Yukon, and Prince Edward Island (Canadian Association of 
Midwives).
3 Refers here to a birth where a doula or birth attendant was in the residence, 
but no healthcare provider who is legally mandated to perform deliveries. 
Real names of participants have been replaced with pseudonyms.
4 Although skilled birth attendants and lay midwives delivered many babies 
prior to the legalization and regulation of midwifery in 2008, all individuals 
working as midwives in Saskatchewan must now be registered with the 
Saskatchewan College of Midwives.
5 Although Snowden et al.’s work indicates slightly higher risks for several 
outcomes in planned out-of-hospital birth, serious adverse outcomes are low 
in all settings and absolute differences in risk are small, as noted by the 
authors (2650). 
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